Empowerment and Adherence to the Therapeutic Regimen in People with Diabetes  by Cunha, Madalena et al.
 Procedia - Social and Behavioral Sciences  171 ( 2015 )  289 – 293 
Available online at www.sciencedirect.com
ScienceDirect
1877-0428 © 2015 Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license 
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Peer-review under responsibility of the Organizing Committee of ICEEPSY 2014.
doi: 10.1016/j.sbspro.2015.01.124 
ICEEPSY 2014 
Empowerment and adherence to the therapeutic regimen in people with 
diabetes 
Madalena Cunha,a* Suzana André,a João Granado,a* Carlos Albuquerque a* & António Madureira a* 
a CI&DETS, Superior School of Health, Polytechnic Institute of Viseu 
*Rua D. João Crisóstomo Gomes de Almeida, Nº 102, 3500-843, Viseu, Portugal 
 
Abstract 
Diabetes mellitus is a chronic disease responsible for complications, which not only limit individuals’ lives, but also contribute to a 
high level of morbidity and mortality. Thus, it is important to enable people to manage their therapeutic regimen appropriately. Promoting 
empowerment the individuals with diabetes is an enabling strategy which facilitates gains in health and quality of life. 
The aim of this study is to examine the relationship of demographic and clinical variables with adherence to therapeutic regimen in 
people with diabetes and determine the predictive effect of empowerment in the process of adherence. 
Most participants scored with high level of empowerment (38.7%). A positive and significant relationship between this and 
adherence to the therapeutic regimen was found; that is, the higher the level of empowerment, the greater the adherence.  
The results show that empowerment and the socio-demographic and clinical variables have a significant relationship with adherence 
to treatment regimen and should be considered when planning therapeutic interventions and clinical education for people with diabetes. 
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1. Introduction 
 Chronic diseases are considered an epidemic, constituting a serious global public health issue, responsible for 84.0% of 
deaths in 2008 (World Health Organization, 2011). Diabetes is included in this type of disease, the incidence and prevalence of 
which have increased worldwide. There are several factors associated with this fact including the following: the aging of the 
population, increasing urbanization and the adoption of unhealthy lifestyles, including physical inactivity and a poor diet, among 
others (Temprão, 2006 cited by Ribeiro, 2010). In Portugal as well, there is a growing trend of diabetes. According to the Annual 
Report of the National Centre for Diabetes, there are 991 000 people with diabetes, which corresponds to 12.4% of the 
population aged between 20 and 79 years (Boavida et al., 2012). 
The percentage of people with diabetes or chronic illness in general, who follow the therapy proposed by their 
healthcare professional, is much lower than expected. According to the Centre for Diabetes, between 25% and 30% of people 
with Type 1 Diabetes admit to failing some of their daily insulin injections. Increased physical activity and adherence to a proper 
diet have even lower percentages (Boavida, 2013). 
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For these reasons the need to “educate about diabetes management” has emerged in order to develop knowledge, 
attitudes and the required skills for individuals to act appropriately and control the disease themselves (Ribeiro, 2010). 
Thus, health teams should provide tools for citizens so they can freely become empowered, developing in the person 
with diabetes greater autonomy and health gains (Pereira, Fernandes, Tavares and Fernandes, 2011). 
Adherence to the therapeutic regimen is a type of adherence, defined as “self-initiated action to promote wellness, 
recovery and rehabilitation, following the guidelines without deviation, engaged in a set of actions or behaviours” (CIPE, 2011, 
p.38). 
Adherence exists when a person’s behaviour, in taking the medication, in complying with a diet, and/or lifestyle 
changes, coincide with the recommendations of a health care provider (WHO, 2003 cited in Dias et al., 2011). 
“The term adherence should avoid judgment, so as not to make the patient guilty, the prescriber or the therapeutic 
regimen and involves an agreement, negotiated over establishing treatment and the care to follow, between the person and the 
caregiver” (Pinto & José, 2012, p.1639). 
 
2. Problem Statement 
 Diabetes Mellitus is responsible for complications that not only limit the individual’s life, but also contribute to a high 
rate of morbidity and mortality. Thus, adherence to the therapeutic regimen through empowerment, i.e. acquiring more 
knowledge/skills that influence therapeutic behaviour, is important. The concept of empowerment reflects a process of acquiring 
knowledge and skills and enables individuals with the resources required to make informed personal decisions about their own 
care (Silva, 2006 cited in Pinto and José, 2012). Empowerment can be considered a process, which promotes greater power and 
control over patients’ lives, provided by a cumulative gain of knowledge and the development of skills, which allow them to 
make decisions and effectively participate in their own health project. People must be educated, giving them the tools and skills 
to manage their own illness, promoting their autonomy and their ability to make decisions about the difficulties in managing their 
situation (empowerment). Nevertheless, continuous availability of professionals is obviously essential for health monitoring 
(Boavida, 2013).  
 
3. Research Questions 
 The evidence is clear: most of the time people know how to do what should be done and want to do it, but simply do 
not (Boavida, 2013).Thus, we sought to produce knowledge in order to support people with diabetes in resolving issues that are 
important and relevant to their empowerment. 
The aim of this study, therefore, is to answer the following central question: What are the determinants of adherence to 
the therapeutic regimen in people with diabetes? 
Its aim is to contribute towards better understanding the phenomenon of adherence to the therapeutic regimen and to 
foster the promotion of empowerment in people with diabetes. In order to improve adherence, health professionals should 
establish a bond with patients through active listening, empathy and knowledge of their sociocultural characteristics, thereby 
intervening in educating, teaching, instructing and training them (Machado, 2009). 
Non-adherence is related to several factors related to the health professional, the treatment, the pathology and the 
patient. This can also be classified as intentional (when the patient knows the treatment, but fails to comply) and unintentional 
(when the patient does not understand the information provided by health professionals). We shall consider that there is 
adherence when at least 80% of prescriptions are completely followed (Leite and Vasconcelos, 2003 cited in Dias et al., 2011). 
“There is not an ideal model that can be followed by everyone and for everyone to promote adherence, but there are 
strategies that can and should be adopted depending on circumstances, individuals and their individual characteristics as well as 
the health professional characteristics’” (Dias et al., 2011, p. 217). 
 
4. Purpose of the Study 
 To analyse the relationship of socio-demographic and clinical variables with adherence to the therapeutic regimen in 
people with diabetes; determine the predictive effect of empowerment on adherence to the therapeutic regimen in people with 
diabetes.  
  
5. Research Methods 
 The data collection instrument included: A socio-demographic and clinical questionnaire; The Adherence to the 
Therapeutic Regimen Scale “Self-Care Activities with Diabetes”, translated and adapted by Bastos (2004) consisting of 21 items, 
divided into six dimensions: general nutrition, specific diet, physical activity, blood glucose monitoring, foot care, therapeutic 
administration and smoking habits. The scale is parameterized in days per week, on a 0-7 point Likert scale, corresponding to the 
behaviours adopted in the last seven days, with zero (0) as the least desirable and seven (7) the most favourable situation, except 
in the dimension of specific diet, in which the values are reversed. The score for each dimension corresponds to the average 
number of days of the items that constitute the dimension, i.e. the higher the score, the better the adherence to the therapeutic 
regimen (Bastos, Severo & Lopes, 2007). 
- The “Diabetes Empowerment Scale” translated from the original version “The Diabetes Empowerment Scale” 
(Anderson , Funnell, Fitzgerald & Marrero, 2000), includes 28 questions and is presented in the form of a 1-5 point Likert scale 
(strongly disagree, disagree, neutral, agree, strongly agree, respectively). The average for each subscale is obtained as well as the 
average for the global scale. This scale consists of three subscales, which assess the management of psychosocial aspects of 
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diabetes; dissatisfaction/readiness to change and the ability to establish and achieve goals in diabetes. 
The study was approved by the Superior School of Health of Viseu’s Ethics Committee. Permission to use the scales 
was granted by the authors and data collection was authorized by the heads of the institutions involved. Completion of the data 
collection instrument was conducted by the researcher and clinical data were collected from the Diabetic Guide and clinical 
records. 
Statistical treatment of the data was performed using the Statistical Package Program for Social Sciences 21.0 for 
Windows (SPSS for Windows). 
A non-random convenience sample was selected and consisted of 150 diabetes patients being followed by the Diabetes 
Consultation in the Primary Health Care Unit in the Central Region of Portugal. 
Those who met the following inclusion criteria were participants: having been diagnosed with diabetes for over a year; 
being over 18 years of age; willingness to participate in the study. Exclusion criteria were as follows: pregnancy; having acute 
intellectual disability.  
This study was characterized as non-experimental, quantitative, cross-sectional type of research, with characteristics of 
descriptive correlational studies.  
The variables under study were adherence to the therapeutic regimen and empowerment. Socio-demographic variables 
(gender, marital status, perceived financial situation, leisure activities) were also analysed as well as clinical variables (recording 
data in the Diabetic Guide, family history of diabetes, blood glucose testing and metabolic parameters: body mass index, waist 
circumference, and glycosylated haemoglobin) 
The data enabled knowledge on the social and clinical profiles as well as patient compliance to be obtained. This 
assisted in proposing interventions sensitive to autonomous nursing interventions. 
 
6. Findings 
 The sample was equally represented in relation to sex (50.0%). Ages ranged from 28 to 90 years, with a mean age of 
66.85 years (±9.72), of whom 72.7% were married or in a civil union. They had a low level of education, approximately 64.7% 
have only primary education and roughly 13.3% are illiterate. They lived predominantly in rural areas (56.0%), and their source 
of income was mostly a pension (74.7%). Most reported having financial difficulties (48.7%).  
Type 2diabetes is predominant (88.0%) and on average the disease was diagnosed approximately 11.56 years (±10.62) 
ago. Most respondents use a register which identifies them as diabetics (58.0%), of whom 71.3% mentioned it as the “Diabetic 
Guide”. Most participants perform the capillary blood glucose (90.7%) test and of these, 83.3% do so without any help from 
others. Physical exercise is indicted as the greatest difficulty felt (82.7%) 
The inferential analysis of the relationship between the socio-demographic variables and adherence to the therapeutic 
regimen has shown that: women (4.44 ± 0.77) have better adherence to the therapeutic regimen than men, with significant 
differences (res=3.2); in the dimensions of general nutrition (U=2231.5; p=.027), specific diet (U=1980.0; p=.002), foot care 
(U=2210.0; p=.021) and therapeutic administration (U=2306.5; p=.007); those who live without a companion show statistically 
significant values compared to married people in the specific diet subscale (U=1756.0; p=.043); participants with a comfortable 
economic situation had higher and significant results in the dimensions of general nutrition (Kruskal-Wallis Test x2=9.717; 
p=.021); therapeutic administration (x2=11,252; p=.010), blood glucose monitoring (x2=12,278; p=.006); those who occupy their 
free time with sports/leisure and culture have higher results in most dimensions (except specific diet and blood glucose 
monitoring); however, the results are only statistically significant in the general nutrition dimension (x2=6.873; p=.032). 
In the study on adherence to the therapeutic regimen with respect to clinical variables the following results were 
obtained: patients who make entries in their Diabetic Guide have higher and more significant values in the dimensions of specific 
diet (U=1769.5; p=.000); foot care (U=2129.5; p=.017); blood glucose monitoring (U=2141.0; p=.021); participants who have a 
family history of diabetes scored higher with significant values in the dimensions of general nutrition (U=2146.0; p=.012) and 
foot care (U=2241.0; p=.030); those who use the Diabetic Guide have higher values (except for specific diet); however, only in 
the dimension of general nutrition are the values  statistically significant (U=1676.0; p=.017) and those who believe their 
diabetes is uncontrolled show higher and significant values in the dimensions of therapeutic administration (U=1147.5; p=.021) 
and blood glucose monitoring (U=997.0; p=.014). 
Analysis of the variability of the values of empowerment revealed that for 36.7% of the participants it is high, for 30.0% 
it is moderate, and 33.3% show weak empowerment. In all of the diabetes empowerment scale’s dimensions, there is a positive 
and significant correlation with the general nutrition (r=0.361; p=.000), foot care (r=0.277; p=.001) and blood glucose 
monitoring (r=0.295; p=.000). The association between empowerment and self-care activities in diabetes is also positive and 
significant (r=0.386; p=.000). In other words, increased empowerment corresponds to improved adherence to the therapeutic 
regimen. 
The study of predicting adherence to the therapeutic regimen through empowerment reveals a positive and significant 
correlation (r=.377; p=.000) and simple linear regression analysis was performed to determine to what extent the variable 
empowerment explains adherence to the therapeutic regimen. This yielded a determination coefficient of 0.142 (r² = 0.142), with 
empowerment being found to be responsible for 13.7% of the variability of the overall value of adherence to the therapeutic 
regimen. 
 
  
7. Conclusion 
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 Any individual is made up of many variables – some, innate and some acquired through their lifelong learning process. 
These variables can interfere with adherence to treatment (Boavida, 2013). 
Empowerment promotes adherence to therapy in individuals with diabetes and increases in proportionally in the areas of 
general nutrition, foot care, therapeutic administration and blood glucose monitoring, enabling learning and skills development 
towards a healthy, autonomous and personalized lifestyle. According to Patrão (2011), empowerment results in an increase of 
sociocultural, political, economic and psychological power. The latter is very beneficial in the diabetic community when 
combined with the dimension of self-efficacy. The information provided in the educational processes is not sufficient to change 
behaviour in relation to diabetes. Although knowledge is a necessary condition for the process of change in a practice to occur, 
according to Boavida (2013), it is an insufficient condition to cause changes in habits and behaviour in patients’ routines because 
other variables, such as attitude, must be changed so that certain harmful behaviours may be modified.  
This study showed that women have better self-care behaviours, highlighting the dimensions of general nutrition, 
specific diet, foot care, therapeutic administration and global scale. In contrast, Pereira, Pedras, & Machado (2013) state that 
there are significant gender differences in terms of adherence. Socio-economic conditions influence the treatment of the disease; 
individuals who have a better financial situation have better behaviours with regards to nutrition and therapeutic regimen. Thus, 
as found by Santos (2010), the great difficulty of adherence to treatment by patients with low economic resources is justified. 
With experience/learning/information that diabetic patients acquire over the period of the disease, adherence to the 
therapeutic regimen will have greater impact, the longer the duration of diabetes in the individual (Santos, 2010). Consequently, 
monitoring and the respective use of the Diabetic Guide becomes a necessary practice, thereby contributing to the patient’s 
knowledge about the disease, directly influencing compliance with therapeutic regimen. 
Empowerment was found to plays quite an important role in managing/adhering to the therapeutic regimen, making 
intervening in these areas a priority in order to improve the individual process of health promotion. Through empowerment, 
people assume their responsibilities and help to define the therapeutic aims as well as participating in the choice of strategies to 
achieve them. 
Intervention should centred on the person and empowerment should become the main focus of the new paradigm, where 
activities of health professionals are supported, in addition to the role developed by these professionals in providing direct care to 
patients coping with their disease. Strategies that enhance these patients’ abilities to manage themselves better and to adhere 
better to the therapeutic regimen should be adopted. 
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